When this learned Society conferred on me the signal honour of inviting me to deliver this year's Albert Wander Lecture, I had no hesitation in accepting. As the time passed, however, between this ready acceptance and the event itself, I became increasingly apprehensive not only because of the very high standard set by my predecessors in this lectureship but also because of the difficulty of choosing an appropriate theme for this occasion. Fortunately I have not lacked advice and several colleagues have suggested that I should take this opportunity of inviting this distinguished Society to reconsider the question of the establishment of Academic Departments of General Practice in universities and medical schools. It has been pointed out that the time is peculiarly apt for such a review. We have only recently reached the end of a particularly intensive phase of continuing selfquestioning, self-examination and speculation regarding the future of general practice if, in fact, there is a future for general practice as we know it today. We are now beginning to experience the first beginnings of the implementation of a new Charter for family doctors working in our National Health Service. The General Medical Council has just issued its latest series of recommendations as to the medical curriculum, a Royal Commission on Medical Education may soon be giving us the benefit of its intensive and comprehensive review. The Royal College of General Practitioners has re-framed its recommendations regarding postgraduate training for general practitioners and there is much interest both professional and lay being expressed in the possibility of re-forming and realigning our National Health Service resources with particular reference to the integration of the hospital and community-based sectors of medical care.
As a background to my main theme I would like to outline some of the salient features of trends in general practice as they have emerged since the inception of the National Health Service some nineteen years ago.
The Evolving Patterns of Medical Care The patterns of medical care in this country have evolved over a considerable period of time and it is important to point out that the introduction of a National Health Service in 1948 was not a single act of revolution, but rather a major step in the evolution of the provision of medical care for a whole nation. It is also perhaps important to remind ourselves, particularly those of us actively engaged in the field of general practice, that the National Health Service Act was only one of a major series of social legislation enacted in the immediate postwar years which aimed at the reduction of poverty, improvements in housing and particularly in education and the adoption of a national policy with regard to employment and social security which have come to be referred to collectively and with varying degrees of emotion as the Welfare State.
In so far as the socio-economic circumstances of a community and its cultural characteristics influence its patterns of morbidityits demand and its need for medical careany major change in these circumstances must inevitably bring about changes in content, and methods in the pattern of medical care which evolves within that community.
I am here merely stating the obvious, but perhaps it is important to do so in this context, in that the practice of medicine can and does influence society and social institutions and, conversely, the social, economic, political and cultural characteristics of a society, in turn, influence the pattern of care provided by the medical profession for a given community.
The introduction of our National Health Service had 3 immediate results:
(1) It rationalized our hospital and specialist services and reorganized them, on a regional basis, throughout the country.
(2) It defined more sharply the personal and preventive services provided by local public health authorities, relieving these authorities of their responsibility to provide hospital and curative services, and thus freeing them to concentrate on disease prevention and health promotion.
(3) It ensured that every citizen, irrespective of age, sex, social class or socio-economic circumstance, had direct access to a personal doctor, i.e. a general practitioner. Thus every individual now has free and unhampered access, and continuity of access, to a personal doctor. For a substantial sector of our population this was in 1948 a novel experience.
The Health Service Act unfortunately did little to promote the integration of the three parts of the service, the hospital and specialist sector, preventive medicine, and the general practitioner sector. Indeed its first effect was to create a sharp distinction between the doctor who works inside the hospital and the doctor who works outside in the community and in the homes of his patients. It widened the gulf between the specialist and the generalist. Academic teaching and research were almost exclusively centred on the hospital, and the gulf, which was at first an administrative one, began to assume academic, professional and economic features which tended to intensify the problems of communication and understanding between these two major branches of the profession. I repeat that this differentiation between the specialist and the generalist was not created but rather accelerated, and put into sharper focus, by the introduction of our National Health Service. It is my view that this sharpening of focus can do one of two thingseither it results in a complete fragmentation of medicine and of our profession, or it is the necessary first step we had to take in order to synthesize and integrate the generalist and the specialist in a common professional purpose. Whatever academic definition we may wish to adopt to identify this field of medicine, one thing that the National Health Service did do was to provide a very sharp and clear definition of general practice in this country. It provided, in fact, an administrative or operational definition. Thus the general practitioner, in the terms of his contract, emerges unmistakably as the doctor of first contact, the individual to whom the citizen has direct and completely free access, and continuity of access. He is the narrow door through which the citizen gains access to all that is provided by the National Health Service. The patient entering this door either returns whence he came, to his home or his work-bench, or he uses this door as his portal of entry to the hospital and,specialist services.
One aspect of the practitioner's contract, the significance of which we are only beginning to appreciate, relates to the fact that a particular practice, whether conducted by an individual, a number of partners or a group, is on call to provide care for a defined population. Each general practitioner therefore has an 'at risk' population. It is comparatively easy to define his work and responsibility in respect of the individual patient who initiates the contact and calls on him for treatment or advice. As we become increasingly concerned with the rationalization and reorganization of the work of a practice unit, however, we see that there is a community component of the work of the general practitioner. While he continues to be engaged in the active business of diagnosis and treatment of individual patients, some of us feel that some of his energies and resources have to be focused on diagnosing his total practice situation. When he begins to think in terms of population medicine, as distinct from individual medicine, the general practitioner has to reconsider whether his total resources should be deployed in dealing with situations in which it is the patient who initiates the contact, or whether, in fact, he should devote some of his energies to initiating contact with vulnerable groups within his practice population, with a view to promoting early diagnosis and detection, and providing routine surveillance.
The Specialist/Generalist Relationship I would now like to comment briefly on two aspects of the relationship between the specialist and generalist which illustrate current and possible future trends in medical practice, one clinical and the other administrative.
On the purely clinical side it is possible to identify certain broad patterns in considering the changing relationship between the general practitioner and the hospital. On the one hand, certain aspects of medical care which were a substantial feature of the work of the general practitioner a generation ago are now almost the exclusive concern of the hospital. This particularly applies to the whole field of surgery which is no longer regarded as anything other than a hospital service. To a large extent this has already happened or is certainly happening in the case of obstetrics, that is to say, the actual delivery of the woman is becoming more and more a hospital phenomenon although her pre-natal and postnatal supervision is still regarded by many as a major function of the family doctor.
Many illnesses and particularly those of an infective nature, which a generation ago were regarded as urgent cause for having the patient admitted to hospital, are now dealt with in general practice. This is perhaps particularly striking in the case of children, so that patterns of illness in an acute pediatric teaching hospital have completely changed in the past twenty years or so and the medical student can never see the whole range of acute infective episodes and exanthemata, if he spends all his student days within the confines of the hospital. Advances in chemotherapy, biochemistry and in the diagnosis and management of metabolic disease have all resulted in a tendency for the hospital to pass on to the field of domiciliary medical care much of what was its exclusive concern only a short time ago. Indeed specialization can only advance when this is possible. On the other hand, many of the clinical problems dealt with by the general practitioner a short time ago are now referred to hospital.
There is thus a constant two-way traffic between the spheres of interest and clinical activity of the hospital and the community sectors of medical care. This has come about partly by modern advances in knowledge and technique and partly because of the way we deploy our resources and administer our medical services.
The second aspect of the specialist/generalist relationship relates to current trends in the distribution of medical manpower. In all countries throughout the world there has been in the last three to four decades a sharp increase in the ratio of specialist to generalist. This ratio is, in fact, highest in the most affluent societies such as North America and Sweden. Paradoxically, it is also highest in the least affluent or the developing countries. Here in Britain we are in the middle of the range. Approximately half of our doctors are working in the hospital sector and the other half in the community sector of the National Health Service. Even in this country, however, there has been, particularly since the inception of the service, a steady increase in the ratio of specialist to generalist, so that while more and more specialists are becoming involved in the care of a single patient in the hospital sector, there is a steady decrease in the number of general practitioners per thousand of the general population. Thus, the number of patients for whom the general practitioner is responsible is increasing, and this at a time when the general practitioner of today is much better trained, with more skills and tools at his disposal than his predecessor. The individual general practitioner can today do much more for the individual patient. Paradoxically, he now has to spread his skills, knowledge and resources over a larger number of patients.
Thus we have a picture of the urgent need to promote specialization and to reap the benefits which accrue therefrom. Both in research and in clinical practice the advancement of specialization in medicine is achieved by one of two methods. A medical specialty divides into two new specialties or, alternatively, it narrows its field of interest and responsibility and sloughs off some of its content into the undifferentiated field of internal medicine or general practice and many advances in the hospital sector can be achieved only in this way.
We also see a steady increase in the specialist/ generalist ratio and increasing problems of communication between the various specialties, and particularly between the specialist, who is concerned with fewer and fewer patients, and the generalist, who is responsible for more and more.
Although we have accepted for some time now the inevitability and indeed the desirability of specialization, the ultimate future ofthe generalist, or the personal physician, is still largely a matter of speculation. There are advocates for at least three different solutions to the problem of coping with the quantitative aspects of medical care for an entire population while preserving or enhancing the quality of care, by achieving an acceptable division of labour and promoting more effective collaboration, between the specialist and the generalist.
The first is the two-tier system of medical qualificationthe 'feldscher' or assistant doctor and the fully-trained university graduate. The second creates a kind of two-tier system of specialists. The general practitioner, in this system, is really a sub-specialist in paediatrics, obstetrics and gynecology, internal medicine, geriatrics or public health, who limits his general practice to one of these fields. Such a system already obtains in most European countries to the east of the iron curtain. Elsewhere in Europe and in America this kind of generalist usually limits his practice to paediatrics or internal medicine. The third approach claims that general practice is a specialization in its own right with characteristics which can be defined in positive terms, and functions and responsibilities requiring a corpus of knowledge and skills which can be acquired by sp-cific postgraduate training.
While we might discuss the first of these three, and while many would claim that the third would be a logical evolution of general practice in this country, some compromise between the second and third alturnatives may have to be envisaged, if we are to anticipate possible future developments. So much for conjecture and speculation. It is probably much more helpful to concentrate on the reality of the here and now and to look at recent trends in general practice itself which the new Charter for family doctors might modify or accelerate.
Current Trends in General Practice
Perhaps the most striking feature of the trend of events since the introduction of the Health Service has been the move away from singlehanded practice. Twenty years ago, three-quarters of our general practitioners were in single-handed practice. Today the figures are completely reversed; over 70 % of our doctors work in partnership and the trend is towards larger partnerships and group practice. Financial inducements from Dankwerts onwards, which were reinforced in the new Charter, have accelerated this trend and, in particular, the trend towards group practice. The Charter also provides financial inducements to encourage the employment of secretaries, receptionists, nurses, technicians and paramedical personnel working under the aegis of the general practitioner. It recognizes (financially) the special needs for medical care of vulnerable groups (e.g., the aged). It confirms the role of the general practitioner in the field of preventive medicine (vaccination, immunization and health supervision of childrenand routine cervical cytology for women in certain age groups). It confirms the need of the established doctor for continuing inservice training and, in particular, it underlines the need for special vocational training for general practice in the early postgraduate yearsagain by providing financial incentives.
I would like to conclude this very brief review by looking at current developments which might be pointers to future trends in the relationship between general practice and the community services on the one hand, and on the other, relationships between general practice and hospital practice. There is some evidence that the traditional boundaries and barriers between general practice and local authority services are being breached. The attachment to general practice of health visitors, district nurse and midwives employed by the Medical Officer of Health is one example. The revival of the concept of the health centre is another. The use of an electronic computer under the egis of the Medical Officer of Health and with the full collaboration of local general practitioners in the automation of a programme of immunization and health supervision of infants and children, is a further example pointing the way to possible future trends. It seems probable that joint efforts in this field may lead to a considerable extension of health overhauls and pre-symptomatic screening of vulnerable groups. The use of automation may enhance rather than diminish the quality of personal care which the doctor can provide for the individual patient.
With regard to the hospital sector, I shall limit myself to three current examples which can point the way to the future. The first is the considerable extension of direct open access of the general practitioner to the diagnostic services of the hospital. The second is the extension of training schemes (e.g., in the Wessex region, in Inverness and at Livingstone New Town) in which the hospital and general practice components of training of the young graduate are brought together. The third is the rapid development of medical centres particularly in England and Wales.
In the past few years, we have heard frequent expressions of opinion, both professional and lay, in favour of a greater integration of general practice with hospital practice. There are advocates for locating a new kind of health centre for general practitioners in the premises or at least within the curtilage of a district general hospital. There are also those who advocate that such an experimental centre might be associated with a teaching hospital so that its potentialities for teaching and research can be fully exploited.
The Educational Challenge In this brief and superficial review of current trends in general practice, aimed at anticipating future patterns of medical care in this country, I have made no reference to the personal, as distinct from the intellectual and professional, qualities of the practising doctor. It is my view that the quality of care which the general practitioner provides for his patient depends on three sets of factors: (1) Those which determine the organization, administration, policy and resources, of the total service of which he is a part; (2) his personal qualities and attributes; (3) his academic and professional training.
It can well be argued that at the present juncture the first and second of these factors far outweigh in significance the contribution of education and training to resolving the major problems confronting us in this field of medicine.
However, I intend now to use this review of general practice in order to pose four questions which you may consider, in this context, as appropriate for us to address to a medical school.
(1) What is the role of the medical school in the education of students who will practice medicine in the next three to four decades? During this time, when most of today's students will continue in active practice, we can anticipate major changes in the distribution of medical manpower, in the relationship between the hospital and community sectors of medical care, and in the professional relationships between the specialist and the generalist. Major changes will also occur in the patterns of morbidity. These will arise in part from advances in medical knowledge and techniques and partly from changes in the social and economic features of the society we serve.
(2) What is the role of the medical school in anticipating some of these changes, by studying the factors which bring them about and by setting up experimental models in which different methods of delivering medical care can be tested and evaluated?
(3) How can a medical school strike a balance between research, which is the advancement of knowledge, and the education of students, the majority of whom, in hospital or elsewhere, will be mainly concerned with the application of knowledge which already exists?
(4) How can a medical school make a more effective contribution to the postgraduate training of tomorrow's doctors?
All medical schools are faced by and are facing up to these questions. They are the concern of the school as a whole. No department can opt out, nor can any one department consider them to be its particular or exclusive concern. It is my view, however, that a medical school confronted by such questions is in a situation of special advantage if it has already set up an academic department charged with the responsibility of studying those very questions. Such a department of general practice would have its own special duties and responsibilities, but it would also act as a catalyst in respect of other departments by providing the vehicle through which they could contribute to teaching and research in this field. The emphasis will vary from school to school. Where there already exists an active department of epidemiology or preventive medicine a school may see academic developments in general practice as an extension of the activity of such a department. Other schools, appreciating the need to break new ground and create entirely new machinery, are considering the setting up of departments or divisions of community medicine.
My own view is that teaching and research in general practice must be securely based on internal medicine and its supporting laboratory and para-clinical disciplines. A department of general practice is merely an extension into the community of the teaching and research interests of medicine. I, therefore, prefer the full title incorporated in the ordinance constituting the James Mackenzie Chair in Edinburgh University, i.e., 'Medicine in relation to General Practice'. I will now outline the functions of our department in Edinburgh with regard to undergraduate education, research and postgraduate training. Clearly, there is much room for experiment in emphasis, content and techniques; what follows is not a model or a prototype for others to copy but is simply an illustration of one way in which a medical school may react to the trends in medical care and in medical education which I have already outlined.
The Role of an Academic Department of General Practice The educational policy of a medical school is determined, in broad outline at least, by the recommendations issued by the General Medical Council and reviewed every ten years. These recommendations are permissive rather than restrictive and particularly in the past two decades have enabled and encouraged medical schools to experiment and diversify rather than conform to a rigid stereotyped curriculum. They do, however, provide the common framework, or terms of reference, within which any school may vary the emphasis it places on the content and methods of teaching. What has emerged as a common denominator for all medical schools is an increasing emphasis on a pattern of basic education for all medical students irrespective of the field in which they will be eventually practising, and a decrease in the purely vocational element in undergraduate education. This trend, now well established, carries important implications for the postgraduate phase of training for all branches of medicine, not least in the field of general medical practice. I shall examine some of these later but first let us examine the implications, at the undergraduate level, for any academic department of general practice. Such a department, like every other department, division, or teaching unit in the school, must, as far as student teaching is concerned, broadly subscribe to the educational policy of the school as a whole.
One would not, therefore, find much support for the teaching of general practice as such to medical students. This is a matter for postgraduates. The emphasis would, therefore, be not on teaching general practice but rather on the teaching of medical students in the setting of general practice.
The role of the department is to provide a general practice laboratory to supplement the teaching and research laboratory which the medical school already possesses in the form of a teaching hospital with its in-patient and outpatient activities in which the provision of medical care, teaching and research go hand in hand. These three activitiesservice, teaching and researchmust be pursued along parallel lines in the community laboratory. Here, doctors with direct responsibility for the care of patients in general medical practice can be supported and reinforced by colleagues in specialist clinical disciplines and in paramedical and preclinical fields.
Although it is highly desirable (and indeed in my view essential) that every member of the clinical teaching staff should have a research commitment or be at least associated in some way with current investigation, students must be able to recognize that these doctors are primarily concerned with clinical practice and the application of knowledge which already exists.
A brief description of our departmental resources provides the background to an account of our undergraduate programme.
The department is responsible for conducting a National Health Service group practice which provides care for some 6,000 patients. The group comprises two teams each having two general practitioners, a nurse, a medical social worker and two secretary-receptionists. The four doctors are in contract with the Executive Council but the entire staff hold full-time salaried University appointments. A further two doctors also holding full-time appointments, work part-time in these practices. All six doctors have teaching and research commitments. All are exposed in varying degree to routine duties involving the care of patients.
The department is also associated with 13 partnership practices scattered throughout the city. These practices are unsubsidized, and have a total patient population of 69,800 being looked after by 35 general practitioners. In each practice one member holds a part-time lectureship in this department. There are thus 19 general practitioners (six full-time and 13 part-time) responsible for undergraduate teaching.
Finally, the department has a small full-time medical care research unit with no service commitments, which employs a physician and a sociologist with appropriate secretarial and technical support.
A diagnostic centre, to which all general practitioners have open access, is located in our premises. This provides radiological, bacteriological, hematological, biochemical and electrocardiographic facilities, with the appropriate technical staff.
Undergraduate Education
All students are required to attend a course in the department which extends over a period of three months during the fifth year of studies. Each student has three three-hour periods each week which are used as follows: (1) On one fixed day per week he accompanies the general practitioner member of staff (full-time or part-time) to whom he has been seconded. During this weekly session he alone is present with his doctor in the consulting room as the doctor carries out the routine work of the practice. On this occasion he also accompanies the doctor on home visits. (2) The second of the weekly sessions is used by the student to continue with the examination and supervision of patients to whom he has been introduced and to pay follow-up visits to patients in their homes, in hospital or to any clinic or institution already involved in their care. Thus, these two weekly sessions are entirely devoted to clinical experience with patients of the practice to which he is attached, although the experience is also extended to any other agency which may be concerned in the care of a particular patient.
(3) The third weekly session is devoted to a group seminar.
On the weekly occasion on which the student accompanies his own doctor, he sits in with this doctor in the consulting room. He is introduced by the doctor to the patient as a senior medical student and is not passed off as a doctor. Indeed the patient's consent to the presence of the student is literally sought at each session. If any patient objects to the presence of a student the student will leave the consulting room. Although such situations occur infrequently, they are, incidentally, an important part of the learning experience. The fact of the student being introduced, so firstly as an observer, and later as an apprentice working under the direct supervision of the doctor, introduces an element into clinical teaching which is not so easy to reproduce in the hospital setting, e.g. when, as frequently occurs, patient and doctor have had many consultations over a number of years, the significance of past events to the problem for which the patient is consulting at this point in time is often naturally and spontaneously demonstrated both by patient and doctor to the student concerned.
As the term progresses the student takes an increasingly active part in the work of the practice and gradually assumes a certain amount of delegated responsibility for a number of patients and their families. He contributes to the diagnostic work-up or assessment of the patient and is encouraged, under close personal supervision, to formulate the therapeutic objectives and to accept some degree of responsibility for the continued management of the patient. Where the patient is referred to hospital either to an out-patient or in-patient department, the student is expected to accompany the patient and to attend the hospital consultation. The consulting sessions which the student attends in his doctor's practice are unselected, unprepared and completely spontaneous. The student therefore in the course of a few weeks is exposed to a considerable range of undifferentiated clinical and social problems. He is encouraged to challenge the doctor's response to this situation and to be critical of any diagnostic or therapeutic action taken by his doctor. This may take place in between patient-consultations but more often at an informal discussion and review between doctor and student at the end of the particular consulting session. This informal and intimate relationship involving one student and one doctor, is an expensive but extremely valuable feature of the teaching programme.
While the clinical situations which the student sees in the consulting room and in the patient's home are completely unrehearsed and spontaneous, each week his attention is focused on one of a series of pre-determined themes, relevant to the next session of his weekly seminar. The seminar groups are arranged so as to co-ordinate and systematize the learning experience of each individual student. Six seminar groups are constituted at the beginning of the term, each group comprising 10 to 12 students. Each student remains with his own seminar group throughout the term. Each of the six full-time staff assumes responsibility for one of these groups. The doctors to whom the ten to twelve students are attached also attend this weekly seminar in the same group as their students. Thus the average seminar group comprises one full-time doctor as chairman, two part-time doctors, together with ten to twelve students for whom these three doctors are responsible. The chairman of each seminar group meets his part-time colleagues once a week in advance of the actual meeting of the group in order to co-ordinate the experience of individual students during the previous week, to select thetopics which will be featured at that particular session, and to determine the theme on which the students will focus during the following week.
Formal lectures have been abandoned. The weekly seminar is thus the only vehicle by which the practical experience of each individual student can be integrated and systematized.
The subject matter discussed at the first four meetings of each seminar group is prepared in the form of notes and references which are given to the students at the beginning of the term. Use is made of reports on patterns of morbidity, consultation rates, and differing patterns of organization and administration of general medical services. The object in this introductory period is to ensure that the student has been given an adequate profile of general practice and is familiar with sources of information and facts concerning this sector of medical care. In all of the topics raised for discussion emphasis is placed on encouraging the students not only to use material from reading and references but particularly to draw on the experience which they are currently receiving in their own practices.
The remaining six seminar periods are focused on case presentations by the students in the group. Each student is expected to be able to present the clinical and social problems with which he has been confronted in respect of one patient and his family and to pose a question for discussion by the group relating to either the further elucidation of the diagnosis or discussion of the management or both. During this phase three subjects are used as terms of reference or themes for the seminar discussion. These are (I) the nature ofthe relationships and interdependence between general practice and hospital practice; (2) the nature of the relationship between general practice and the preventive and social services in the community, both statutory and voluntary; (3) the nature of the doctor/patient relationship in the community setting. On occasion, specialists in the appropriate field are invited to join in these seminar discussions. Examples of themes which are almost inevitably raised by students themselves are the following: The care of the chronically ill patient; the care of the dying; the qualitative-quantitative dilemma facing the gene-ral practitioner in the course of his routine daily work; the interdependence between social and clinical care; between medicine of the individual and medicine of the group; the place of prophylactic or preventive measures in a system of curative medicine; the technical, professional and administrative problems of early diagnosis.
The range of material which can be demonstrated in the setting of general practice is such that the problem facing the tutor is one of selection and of deciding priorities. In making this choice our policy is to avoid undue emphasis on vocational training or the imparting of information about general practice as such, but to concentrate on stimulating the student to study the interdependence of general practice and hospital practice, and to see the relevance of what he is learning in the community setting to the studies on which he is currently engaged as a medical student in the teaching hospital wards.
During the term each student is given an opportunity to discuss the features of the patient for whom he is responsible with one of the two medical social worker members of the staff.
In the final year of our curriculum each student is free to decide on an elective period of study covering a space of two months. A substantial number volunteer for a further period in general practice. For these electives a detailed programme is worked out in discussion between the individual student and the head of the department. The student may be placed in any of the practices with which we are associated or in a practice, health centre or academic department beyond Edinburgh including, where appropriate, attachments overseas. The elective students have the opportunity of gaining more intensive experience of the clinical, administrative or social aspects of general practice but here the focus is on designing a project or an investigation which is within the capacity of the individual student to achieve, provided there are adequate resources to support him in the practice or institution to which he is seconded. Electives may be for two months entirely in the setting of general practice or combined electives where the programme is shared and devised by two departments. Examples of combined electives which have been chosen by individual students are: general practiceprdiatrics, general practicepsychiatry, general practiceotorhinolaryngology, general practiceradiology and general practiceinternal medicine.
As an example of a general practice project a student during two months' secondment completed a detailed clinical and statistical study and follow-up of a group of patients in one practice who had been identified five years previously as being exceptionally high consumers of medical care services. Other students have studied and followed up a series of children who have failed to complete a full programme of vaccination and immunization. Others have visited a series of practices in order to study and contrast the patterns of medical care in urban and rural communities.
Research
As in the case of undergraduate teaching so also in the field of research the problem facing a department is not that of finding material and resources but rather of deciding on priorities when confronted by an embarrassing range of challenging opportunities. In this dilemma I have found the following questions of some use as a rough guide to an ascending order of priority: (I) Can the proposed investigation be carried out just as well or more effectively in a setting other than general practice? (2) Will this study lead to advances in diagnosis or treatment or in our understanding of the natural history ofdisease, which can be applied in the community setting? (3) Is this an investigation which requires active collaboration and contribution from other departments in the medical school? (4) Is this study concerned with evaluating the quality of medical care in the setting of general practice? Can it lead to experimenting with different methods of providing care?
Our main research interests, therefore, are in operational studies and analyses of medical care in the community setting, early diagnosis, the use of screening techniques in a static community, and studies of the significance of socio-economic and interpersonal relationship factors in determining the ways in which disease presents itself to the family physician. Our full-time practices provide the laboratory in which to pursue long term studies, try out pilot investigations and elaborate the methodology of studies which can be extended to a larger population. Almost as important as the studies themselves are by-products arising from the setting in which they take place. Thus our current programme involves us directly with the staff of halfa-dozen major departments of the medical school. Inevitably the subjects of study spill over into the content of undergraduate teaching and influence students and teachers alike. They enrich and enlarge our exchanges with other general practitioners. They make a significant contribution to the inservice training of the staff of the department. Finally they provide an extension of our resources for postgraduate training.
Postgraduate Training
Just as within the department we emphasize the importance of our own inservice training so also in the setting of the medical school we consider that we have a role to play not only in the teaching of medical students but in teaching our colleagues in the Faculty of Medicine. At a more formal level the department participates in the intensive refresher courses for general practitioners organized by the postgraduate dean. We also provide half-day courses for local general practitioners in which we present material and discuss results of the department's current researches.
We are responsible for a three months' course of weekly half-day sessions which is attended by all trainee practitioners in the region. In addition to visits of observation to a great variety of different types of general practice arrangements in the region, to local authorities and central government departments, and to statutory and voluntary medical and social agencies in the community, individual trainees are allotted study projects and the undergraduate seminar technique is employed with suitable modification to meet the needs of postgraduate trainees.
Finally, I would emphasize that postgraduate training in this setting is a two-way affair and apart from our day-to-day association with academic departments in the Faculty of Medicine and in other Faculties of the University, we derive a great deal from our informal but intimate association with the Royal College of General Practitioners, from the substantial number of visitors each year from overseas and from students and postgraduates from other schools who come for varying periods to work in the department. Summary I have given you in outline a description of the main fields of interest of the department of general practice of Edinburgh University, not so much as an example but rather as an illustration of areas of teaching and research which can be explored in an academic setting.
If you are broadly in agreement with the analysis of current trends in general practice with which I began this lecture and if this analysis can be accepted as indicating some of the major problems likely to confront general practice in the near future, then it would be very difficult not to conclude that medical schools have a major responsibility to deploy more of their resources than they do at present not only in teaching but also in research and, in particular, in operational research in the setting of general practice.
My second main conclusion is that every medical school has a strong vested interest in extending its current teaching and research programmes by securing for itself a community laboratory in parallel with and as a complement to its teaching hospital. I do not regard the work of an academic department of general practice as being concerned with a special kind of medical activity situated somewhere at the periphery of the medical school. I do not see how it can be conceived as other than part of the main stream of medicine. Whatever may be the arrangements made by any particular school I would conclude that in bringing together the personnel required it would be important to bear in mind that the major activities of such a department will be such as to cause it to lean very heavily on three groups of disciplines. First and foremost is medicine itself, and especially internal medicine and its supporting laboratory disciplines; second, the group of skills and knowledge concerned with epidemiology, including biometrics and the computer sciences; third, the behavioural sciences and, in particular, sociology, social and industrial psychology, and social anthropology.
Finally, just as the teaching hospital cannot survive unless it is directly involved in patient care so must an academic department of general practice deploy at least some of its resources in the day-to-day provision of medical care in the community setting.
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